This letter proposes general recommendations for the management of sarcoma patients during the COVID-19 outbreak. Regarding the COVID-19 outbreak, we propose an adaptation of current recommendations for clinical practice. Patients with suspected COVID-19 should be screened for the presence of the virus. If confirmed or highly suspected (clinically or CT-scan), any treatment must be postponed at least 15 days after the start of the symptoms and when the patient has recovered. Multidisciplinary tumor boards (MDT) with virtual discussion remain the best option when complex cases have to be discussed.
For sarcoma in localized phase, the ESMO [1-3] Clinical Practice Recommendations for sarcomas apply without modification for patients without COVID-19 symptoms.
It is not recommended to delay surgery for operable patients without COVID symptoms, in particular for Grade 2-3 soft tissue sarcoma, bone sarcoma, GIST and visceral sarcoma.
In the case of high-risk surgery (e.g. retroperitoneal sarcoma), postoperative resuscitation capacities should be ensured. If not, preoperative systemic or radiotherapy treatment may be proposed.
Adjuvant radiation therapy for soft tissue sarcoma should not be delayed.
For soft tissue sarcoma, neoadjuvant chemotherapy should presently be reserved for patients who are inoperable or in whom the only possible intervention is mutilating. Preoperative radiotherapy, depending on location and histological type, is also an alternative.
For Ewing and osteosarcoma, it is recommended maintaining neoadjuvant and adjuvant chemotherapy regimens, without modification for patients without symptoms of COVID-19 infection.
For alveolar and embryonal rhabdomyosarcoma, neoadjuvant and adjuvant chemotherapy programs are recommended without modification for patients without symptoms of COVID-19 infection.
For connective tumors with intermediate malignancy, e.g. desmoid tumors, active surveillance is recommended; in the event of progressive disease, favor an option without NSAIDs [4] .
For GIST at high risk of relapse, adjuvant treatment with imatinib should be initiated according to guidelines.
For advanced soft tissue sarcoma, first-line treatment remains chemotherapy with doxorubicin, with systematic granulocyte growth factors. Combination therapy can be proposed if tumor shrinkage is required (doxorubicin plus dacarbazine if leiomyosarcoma, or doxorubicin plus ifosfamide for other histotypes with limited pulmonary metastases, without extra-thoracic extension and accessible to chest surgery).
In 2 nd -line treatment and beyond, treatment may be prescribed according to practice recommendations: oral treatments (pazopanib, or even regorafenib) may be preferred to limit the movement of patients in the ambulatory setting for non-liposarcoma sarcoma. For liposarcomas, options are trabectedin or eribulin.
For GIST, the recommendations apply for imatinib in the metastatic phase (then sunitinib and regorafenib) For bone sarcomas with metastasis at diagnosis, the classical first-line treatment, e.g. VDC-IE for Ewing sarcoma, are recommended. For metastatic relapse of bone sarcoma, topotecan and cyclophosphamide for Ewing's sarcoma and for osteosarcomas, anti-angiogenic treatment, e.g. regorafenib, can be proposed.
Complex treatment decisions in the context of COVID-19 including off-label use or clinical trials, should be discussed in sarcoma virtual MDTs.
